Abstract Background: Violence against women is an important public health problem that draws attention of a wide spectrum of clinicians. Attitude and knowledge of the primary health care (PHC) staff can affect their ability and willingness to screen for and manage domestic violence (DV) against women. Objectives: Reveal the impact of knowledge and attitude of workers to screen for DV against women. Methods: An observational cross-sectional study was carried out in PHC centers located in two randomly selected health regions in Kuwait. The study involved all available physicians (210) and nurses (464) in the selected centers. The overall response rate was 54.3%. A self-administrative questionnaire was used for data collection. It included four main aspects relevant to knowledge and one attitude domain regarding DV. A 5-point, Likert-scale was used to assess participant's answers for each item. Results: Male physicians were significantly more likely to screen for violence (36.2% compared with 18.8% for females, P < 0.001) and (51.2% compared with 26.4% for nurses, P < 0.001).Those screening for violence had a significantly higher mean percent overall knowledge score (73.8 ± 9.5 compared with 70.9 ± 11.2%, P = 0.006). The only knowledge sub-domain showing significant difference was the psychological sub-domain (78.4 ± 20.3 compared with 69.4 ± 26.3%, P = 0.004). Although, no significant differences were detected for each of the questions of this domain yet, those not screening for violence had a significantly higher mean percent score than those screening for violence (70.1 ± 18.6 compared with 65.5 ± 16.5%, P = 0.015). Conclusion: Physicians at the PHC centers screened for violence against women more than nurses. Although, the knowledge of those screening for violence was better than those for not screening, yet more positive attitude was demonstrated among those not screening. Task and skill based programs should be planned to enhance both knowledge and skills of the health care staff about the screening process. Other factors affecting the screening process such as infrastructure and physical environment need to be considered.
Introduction
A WHO study on women's health and domestic violence (DV) in 10 different countries representing diverse cultural, geographical and urban/rural settings documents the large extent of violence against women. 1 It also shows clearly that violence against women demands a public health response, because the impact of such violence goes far beyond the immediate harm and also affects many aspects of the women's future health. 2 In addition to injuries, battered women often experience somatic and stress related illnesses, chronic pain syndromes, depression, posttraumatic stress disorder, and substance abuse disorders. 3, 4 Furthermore, compared with women with no history of violence, battered women have higher levels of health care use. 5 In fact, 21-66% of female patients seeking general medical care, 4, [6] [7] [8] report experiencing intimate partner violence (IPV). 9, 10 Despite the high prevalence of IPV, less than 15% of female patients report being asked about abuse by health care professionals or disclosing abuse to them. 6, [11] [12] [13] Early identification of DV has been a priority in efforts to improve the health care response to IPV.
14 Because of the prevalence and associated health care costs of IPV, national public health organizations have endorsed the use of interventions such as protocols in clinical settings for the identification of patients experiencing violence. [15] [16] [17] However, multiple studies examining physician practices suggest that only a small fraction of physicians and other health care professionals commonly inquire about DV. 11, 18, 19 For medical personnel who encounter victims of violence, it is usually not easy to recognize the problem or to voice the suspicion that a woman might have suffered DV; accordingly, it is difficult to offer adequate help and support.
Multiple barriers face the medical staff in the primary health care (PHC) facilities to screen and manage battered women. Patient attitudes, lack of institutional support, and other environmental factors may hinder efforts to address IPV in clinical settings. 20, 21 In addition, physicians' feelings of discomfort and powerlessness, level of training, knowledge about violence as well as the attitude of health care medical staff may also contribute to this low level of inquiry. [22] [23] [24] Little research in the primary care setting has investigated DV against women in the State of Kuwait. Reviewing the available literature did not reveal any studies dealing with screening for DV against women in Kuwait. The primary objectives of the present study were to identify knowledge and attitude of PHC medical staff about screening for DV against women and to evaluate whether these factors affect the actual practice of screening for violence among randomly selected samples of nurses and physicians most likely to care for women at the point of initial DV disclosure.
Methods
An observational cross-sectional study design was adopted for this study. The study was carried out in the PHC centers located in two randomly selected health areas (Capital and Jahra) out of five in Kuwait. The total number of physicians and nurses working in the selected centers was 239 and 510, respectively. All available physicians (210) and nurses (464) during the field work of the study in the selected centers were the target population of this study. Out of these, only 366 (128 physicians and 238 nurses) agreed to share in the study with an overall response rate of 54.3% (61.0% and 51.3%, respectively). The study covered the period August 2011 to February 2012. Data were collected over three months starting from September to December, 2011.
Data of this study were collected through a specially designed questionnaire. It included socio-demographic data (age, gender, nationality, marital status, education, specialty, job position, years of experience, income), and four questions dealt with practicing of screening for violence.
Apart from personal information and frequency of screening of DV, the questionnaire included seven statements related to attitude domain, in addition to 23 items that are relevant to a number of DV facets as an indicator for participants' knowledge. We divided the 23 items into four domains of DV namely deprivation domain (10 items), psychological domain (4 items), physical domain (6 items), and sexual relationship (3 items).
Physicians indicated their degrees of relative attitude or knowledge for each item using a 5-point, Likert-scale ranging from 1 = strongly disagree (not violence through) to 5 = strongly agree (severe violence). High scores for definition of DV indicated that these statements were considered as more sever violence. Low scores showed that the respondents were to perceive the statements less likely as violence. For each participant, the scores were summed so as to show each participant's knowledge level ranging from 23 to 115 for knowledge and from 7 to 35 for attitude. Percent score was calculated for the total attitude score as well as for each domain of knowledge.
A pilot study was carried out on 30 physicians and nurses (not included in the final study). This study was formulated to test the clarity, applicability of the study tools, accommodate the aim of the work to actual feasibility, identify the difficulties that may be faced during the application, as well as study all the procedures and activities of the administrative aspects. Also, the time of interviewing the health staff was estimated during this pilot study. The necessary modifications according to the results obtained were done, so some statements were reworded. Also, the structure of the questionnaire sheet was reformatted to facilitate data collection. The average time needed for filling the questionnaire was 15 min.
A pre-coded sheet was used. All questions were coded before data collection. This facilitates both data entry and verification as well as reduces the probability of errors during data entry. Data were fed to the computer directly from the questionnaire without intermediate data transfer sheets. The Excel program was used for data entry. A file for data entry was prepared and structured according to the variables in the questionnaire. After data were fed to the Excel program; several methods were used to verify data entry. These methods included simple frequency, cross-tabulation, as well as manual revision of entered data.
All the necessary approvals for carrying out the research were obtained. The Ethics Committee of the Kuwaiti Ministry of Health approved the research. A written format explaining the purpose of the research was prepared and signed by the physician before filling the questionnaire. In addition, the purpose and importance of the research were discussed with the director of the health center.
Statistical analysis
Before analysis; data were imported to the statistical package for social sciences (SPSS) which was used for both data analysis and tabular presentation. Descriptive measures were utilized (count, percentage, arithmetic mean and standard deviation) as well as analytic measures (Chi square for qualitative variables and Student t test for normally distributed quantitative variables). Mann-Whitney test was used for non parametric variables. Multiple linear regression was used to identify significant factors after controlling for the confounding effect of other variables. The level of significance selected for this study was P 6 0.05.
Multiple logistic regression analysis was utilized to identify the significant factors correlating with the screening for domestic violence against women. Age, duration at work, nationality, gender, and marital status were used as co-variates. A score of one was used for screening and a score of zero was used for being a nurse. Table 1 shows socio-demographic characteristics of studied PHC staff. Medical staff screening for DV against women was slightly older than those not screening (37.2 ± 8.5 years compared with 35.83 ± 8.33 years old, P = 0.14) and spent nearly similar years at the current job (11.5 ± 7.5 years compared with 10.50 ± 7.81 years, P = 0.25). Also, the marital status and educational qualification of both groups did not differ significantly. Males were significantly more likely to screen for violence (36.2% compared with 18.8%, P < 0.001). Physicians also, tended to screen for violence more than nurses as they constituted 51.2% of those screening as compared with 26.4% of those not screening for violence, P < 0.001. Table 2 shows knowledge of PHC staff about violence. Those screening for violence had a significantly higher mean percent overall knowledge score than those who were not used to screen (73.8 ± 9.5 compared with 70.9 ± 11.2%, P = 0.006). The medical staff practicing screening tended to have a slightly higher or similar mean percent score for the deprivation/neglect (53.9 ± 17.1 compared with 51.3 ± 18.7%, P = 0.097), physical (94.3 ± 9.5 compared with 94.5 ± 8.9%, P = 0.948), and sexual (92.4 ± 9.4 compared with 90.9 ± 10.5%, P = 0.194) sub-domains. The only sub-domain showing significant difference was the psychological sub-domain (78.4 ± 20.3 compared with 69.4 ± 26.3%, P = 0.004). Table 3 demonstrates the attitude of PHC staff toward screening for domestic violence against women. Although no significant differences were detected for each of the questions of this domain yet, those not screening for violence had a significantly higher mean percent score than those screening for violence (70.1 ± 18.6 compared with 65.5 ± 16.5%, P = 0.015). Also, a significant difference is noticed for perception of the improved aspects by screening, while those screening for violence selected health improvement (30.7% compared with 20.5%), improvement of the social aspects was stated by 33.1% of those not screening compared with 21.3% of those not screening for domestic violence against women.
Results
Studying the simultaneous effect of predictors of screening with controlling for the confounding effect by the multiple logistic model revealed that only the job of the PHC staff (a physician or a nurse) was proved to be a significant predictor, while all the other factors including the knowledge and the attitude score were not statistically significant predictors of screening for DV against women.
Discussion
A number of studies have examined the knowledge, attitudes, and beliefs of physicians 22, [25] [26] [27] and/or nurses 28, 29 to identify IPV. While no recent systematic review exists, the common themes that emerge from these and other studies include gaps in provider knowledge and education regarding IPV; lack of patient compliance; in addition to lack of effective interventions and perceived system support. The later includes time; provider self-efficacy as feelings of powerlessness and loss of control; safety and confidentiality concerns; fear of offending; affective barriers; poor interviewing or communication skills; providers' personal experience with abuse; fears about legal involvement; and provider age and years in practice. Health care workers might share the same cultural norms and prejudices with victims or perpetrators of IPV, which would affect their professional attitudes. Moreover, some physicians might think that IPV is a private family matter and not a health issue. In addition, while the resources allocated to this field are inadequate, some HCW might feel desperate, leading them to professional reluctance. [30] [31] [32] However, health care workers have the opportunity and commitment to identify and manage battered women. The results of this study showed that males tended to screen for DV against women more frequently than females. Also, those screening for violence was more likely to be done by physicians than nurses. Although it is unexpected to find more males screening for violence against women than females, yet this can be explained by the higher proportion of females among nurses than physicians and the results of the multiple logistic regression which excluded gender as a predictor of screening. It seems that the effect of gender was associated with the job and its confounding effect was excluded in the multivariate analysis of the results.
Although details about the pattern of screening among PHC workers will be dealt with in another part of this series about screening for domestic violence against women in Kuwait, it can be stated that only 34.7% were actually screening for violence among women. This means that a large proportion of PHC workers are missing an important opportunity to detect and deal with DV against women. 33 The knowledge of violence definition was significantly better among those screening than those not screening. The main sub-domain of knowledge showing significant difference is that dealing with the psychological definition of violence. These results confirm the need for improving the knowledge of PHC staff not only about violence definition but also about all aspects of violence including intervention, referral, and the legislative and social issues of violence. However, the duration and methods of training and increasing awareness about violence need meticulous selection and decisions. Previous cross-sectional surveys have found that professional training positively influenced reported intimate partner abuse screening practices 34, 35 ; however, studies that directly examined the effects of training have produced conflicting results depending on the type of training and length of follow-up. [36] [37] [38] Professional training has the potential to increase knowledge, comfort, and skills for effective inquiry and intervention. However, without structural changes, regular in-service education, and institutional policies, physician training is unlikely to be sufficient to change clinical practice. 36, [38] [39] [40] Controlled studies are needed to determine the effectiveness of interventions for improving physician behavior regarding intimate partner violence.
Attitude of health care workers toward violence prevention and beliefs about the effectiveness of violence prevention are associated with screening practices. 41 Other researches examining the effects of attitudes and beliefs as factors associated with physicians' delivery of violence prevention services support this finding. [42] [43] [44] [45] As suggested by the precede/proceed model, physicians' attitudes and beliefs are often influenced by their educational experience. Based on these findings, the develop- ment of violence prevention educational programs may need to be directed toward changing and/or enhancing physicians' attitudes and beliefs toward violence prevention to ultimately increase their delivery of violence prevention services. 41 The results of this study do not support these findings as it was revealed that attitude of PHC workers not screening was higher than that of those screening for domestic violence. However, multivariate analysis, after adjusting for the confounding effects of other variables, excluded the attitude score as a predictor of screening for violence. Also, the construction of the attitude score of this study is different from these studies, as this research dealt with attitude toward screening while the other studies dealt with attitude toward importance of prevention of violence. However, it seems that violence screening is still controversial and there are other multiple factors that might affect adhering to screening of all women for violence or only screening those with apparent physical injuries that might happen because of exposure to violence by the husband or one of the family members. Violence prevention training was revealed to be important in increasing the rates for the provision of violence prevention services by some studies. 43, 46 Another study did not find increased reports of training to be associated with screening practices, it may be that more important factors include physicians' perceptions of the quality of the skills they received from their training rather than just the amount of training. 41 This study revealed that, although more than 74% of participants had received violence prevention training since residency, 75% reported having no confidence in their ability to counsel on violence prevention. Perhaps their training was knowledge based rather than skills based. If this is the case, violence prevention training programs may be more effective if they include a skills-based component. Use of skills-based training may thereby increase physicians' self confidence in their skills when providing violence prevention services including screening. 41 Many health care givers do not believe intimate partner violence is a common problem, or they may feel that it occurs only in lower socioeconomic groups. They may also be afraid of offending a patient by asking about abuse. 47 Most clinicians are uncomfortable talking about violence since they feel illequipped to offer help. Asking about intimate partner violence and obtaining a positive response identify an opportunity for prevention of health-related sequelae. In addition, screening allows the physician to become acquainted with new contexts of a patient's life. Asking about violence exposure may give the physician insight into the etiology of health problems, permitting definitive treatment rather than simply palliating their symptoms. 48 
